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Revision: HCFA-PM-91-8 (MB) Attachment 2.2-A
October 1991 Page 23a
OMB No.:

State/Territory: GEORGIA

Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)
1906 of the Act

X 18. Individuals required to enroll in cost-effective employer-

based group health plans remain eligible for a minimum
enrollment period of 3 months.

1902(a)(10)(F) X 19. Individuals entitled to elect COBRA continuation

and 1902(u)(1) coverage and whose income as determined under Section 1612

of the Act of the Act for purposes of the SSI program, is no more than
100 percent of the Federal poverty level, whose resources are
no more than twice the SSI resource limit for an individual,
and for whom the State determines that the cost of COBRA
premiums is likely to be less than the Medicaid expenditure

for an equivalent set of services. See Supplement 11 to
Attachment 2.6-A.
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October 1991 Page 1
OMB No. :
State/Territory: GEORGIA
Citation : Condition or Requirement

COST EFFECTIVENESS METHODOLOGY FOR
COBRA CONTINUATION BENEFICIARIES

1902 (u) of the Premium payments are made by the agency only if
Act such payments are likely to be cost-effective.
“ The agency -specifies the guidelines used in
- determining cost effectiveness by selecting cone of
the following methods:

The methodology as described in SMM section
.- 3598. N

- Another cost-effective methodology as
described below.
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